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CASE REPORT A 3 1-year-old woman presented with a two day history of sudden onset severe constant epigastric pain associated with nausea and coffee-grounds vomiting. She had a long history of heartburn treated by her general practitioner with intermittent omeprazole. There was no history of melaena, peptic ulcer or gallstone disease. However she had had pulmonary embolism postpartum six years before and had been on warfarin for six months. Apart from intermittent omeprazole, she was not on any regular medication or oral contraceptive prior to admission. On physical examination she was tender in the epigastric and peri-umbilical regions with some guarding. The remainder of the examination was unremarkable. Haematological and biochemical investigations were normal except for an increased WCC of 28 x 109/L and ESR of 50 mm/hr. Ultrasound scan of abdomen was unremarkable. Barium meal and gastroscopy confirmed the presence of a large hiatus hernia with linear reflux oesophagitis but no peptic ulcer. She was re-commenced on omeprazole regularly which settled her symptoms quickly and she was discharged. She was readmitted two days later as an emergency with relapse of her symptoms. Repeat examination showed a mildly distended abdomen with guarding and rebound tenderness. Plain abdominal radiographs showed mildly dilated loops of small bowel. A laparotomy was performed and a long segment of small bowel infarction involving thejejunum was found. There was thrombus in the superior mesenteric vein but the mesenteric arteries were patent. The infarcted small bowel was resected to healthy margins and intestinal continuity restored with end-to-end anastomosis. Her post-operative recovery was complicated by adult respiratory distress syndrome requiring prolonged endotracheal intubation and tracheostomy in the intensive care unit. Thrombophilic screens carried out in the first and second postoperative week before commencement of warfarin therapy 
